Introductions: In the current scenario where intimidation and manhandling to health personnel and vandalism in the hospital is high, sense of insecurity among the newer lot of surgeons and methods they incorporate to combat the possible threat from the patients or their peers has not been validated properly yet.
INTRODUCTIONS
Intimidation to the health personnel and vandalism in the hospital are on the rise. Scenario in Nepal is not much different. Modifications in medical practice both positive and negative has surfaced in recent times; one of which is the practice of defensive medicine, which is being practiced by the doctors out of compulsion to be more accurate and to check themselves from missing rare possibilities. This worrying fact of medicine practice has not gained attention, which is more worrying especially in the context of resource constrained medical scenario of country like Nepal. There is lack of published data locally, to define the magnitude of the effect defensive medicine has created in Nepal. Hence this study was conducted to determine the subjective prevalence of defensive medicine among the current and future surgeons of Nepal.
METHODS
This is a cross sectional descriptive study conducted at Patan Academy of Health Sciences in the year 2012. Fifty surgical residents and recently graduated surgeons of less than 5 years' experience were interviewed with a preformed questionnaire personally or through email. Responders' names were kept secret in the questionnaire form and for those who responded through e-mails, author himself filled up the form on their behalf. Incomplete forms were excluded from the interpretation. An independent reviewer was appointed to interpret the results manually.
Number of 'yes' answer in the questionnaire was considered directly proportional to the sense of insecurity among the responder. And any score higher than or equal to 8 was considered highly insecure and score of 5 to 7 was considered insecure.
RESULTS
Out of 50 surgeons, 42 (84%) were interviewed manually, rest responded through e-mails.
There were no incomplete forms. All respondents (100%) expect themselves to be intimidated or sued in their career, (Table 1) .
Forty five responders (90%) had more than 5 'yes' answers in the questionnaire. Median number of 'yes' answer in the questionnaire was 8 which showed high level of insecurity among the respondents. 1 This OTA definition permits a practice to be defined as defensive even if the physician is not consciously motivated by a concern about liability.
Two types of medical behaviour have been described in literatures because of threat of malpractice liability; assurance behaviour and avoidance behaviour. 1 Assurance behaviour consists of ordering unnecessary tests, procedures or investigations which is economically hazardous; but avoidance behaviour which is to avoid or withdraw treatment because of risk of liability, is directly risky for the patient's life and is totally unacceptable. Hundred percent respondents agreed that they tend to "refer critical patients to public hospitals" (see question no 10) is a good example of prevalence of avoidance behaviour. In a study, 42% of the respondents reported that they had taken steps to restrict their practice, including eliminating procedures prone to complications such as trauma surgery and avoiding patients who had complex medical problems or were perceived as litigious. 2 Medical economists too are concerned with this 'costly defence' as it is estimated that in US defensive medicine may account for up to US$ 100 billion annually in excessive cost which is about 26 to 34% of their annual healthcare cost. 3 Healthcare cost because of defensive medicine in Nepal is undefined and there is no criterion against which defensive medicine can be compared. In a country like ours with poor economy, defensive medicine is much more relevant.
In contrast, some of the papers have outlined positive side of defensive medicine. In a survey 4 among 300 UK general practitioners, 98% claimed to have made some practice changes as a result of possibility of patient complaining. Some change in practice such as increased patient explanations or more detailed note taking are clearly beneficial changes noticed from the survey.
In the author's opinion, defensive medicine is not absolutely good or bad; on the other hand it is neither avoidable nor beyond our control. In this complex scenario, what we need to do is, acknowledge it explicitly and adopt positive aspects of defensive medicine; and at the same time, take steps to keep it under control without letting the fear of litigation, manhandling and vandalism or putting financial burden on our economy. For that every institute need to develop a mechanism to reduce the load of defensive medicine. We should not let defensive medicine to be a cure more expensive than the disease itself.
Defensive medicine is inevitable. Our effort should be to draw a line somewhere not to let cost of defensive medicine go overboard. Ordering essential procedures within framework of protocol, with check and balance system, reforming hospital policy and regular audit might be the possible answer to this issue.
